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Schedule C 
CENTER COST CAREINDIRECT iO f 3  

Provider Name Medicaid Provider Number Reporting Period 
Through: From: 1 

INDIRECT CARE COST CENTER 

MEDICAL, HABILITATION, PHARM. 8 

*FOOTNOTE Total Number of meals purchased 
[ Food Out-Of-Facility I 

"+* *  If ratios of allocation are used, limit the precision to four places to the right of the decimal 

NOTE: ALL COST DATA SHOULD BE ROUNDED TO THE NEAREST WHOLE DOLLAR. 

JFS 02524 (REV. 10/2002) 



Page 10 

Schedule C 
INDIRECT CARECOST CENTER Page2 of3 

Provider Name Medicaid Provider Number 	 Reportingperiod 
From: Through: 

.. 

I 

' .. 

STAFF DEVELOPMENT 

* Home office costs are to beentered on line 48 only. They are not to be distributed toany other line on thisschedule. ** 

Line 47 Other Indirect Care- Specify below 
Salary Other 

Account Title Column 1 Column 2 

I tie mustTotals to line 47, Cols 1 & 2 I I 
+*** If ratios of allocation are used, limit the precisionto four places to the rightof the decimal. 

NOTE: ALL COST DATA SHOULD BE ROUNDED TO THE NEAREST WHOLE DOLLAR. TN #L?hN*7APPROVAL DAT 
JFS 02524 (REV. 1012002) 
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Schedule C 

INDIRECT CARECOST CENTER Page 3of 3 


I
!Provider Name: Number Provider Medicaid PeriodIReporting I 


Line 81 Other Non-Reimbursable- Specify below 

Salary Other 


Account Title Column 1 Column 2 


I Totalsline 81, Cols 1 & 2 I 

**** If ratios of allocation are used, limit the precisionto four places to the right of the decimal. 


NOTE: ALL COST DATA SHOULD BE ROUNDED TO THE NEAREST WHOLE DOLLAR. 

JFS 02524 (REV. 10/2002) 



ADMINISTRATORS  

-- 

attachment 4.190 
COMPENSATION schedule C-I 

Provider Name Medicaid Provider Number 	 Reporting Period 
From: 

SECTION A: 

\lame of Individual Administrator License Number* Social Security No.I ­
relationshipto Provider: 
Is the administrator an owner I relative? Yes No 

1. Basepercentage allowance 1 100% 

2. 	 Years of work experience in related work area, if administrative, must be in 
health care field (not to exceed 10 years ). Times 4 = 

3. 	 Years of formal education beyond high school (not to exceed six years if 
baccalaureatedegreeis obtained or fouryears if baccalaureate in not obtained ) Times 5 = II : w 

3.1 Was baccalaureatedegree obtained? Yes No 

4. 	 Duties other than those normally performed by this position where a salary is not declared (not to exceed 
four extraduties) 

a. Accounting 
b. Maintenance 
c. Housekeeping 
d. Other, specify 
e. Other, specify 

Total Duties - Times 4 = 
5. county Adjustment ( s e e  instructions) . F 
6. 	 Ownership Points (see instructions) 

e 

7. subtotal of lines 1 through 6 
8. Allowance Percentage(enter line 7, not to exceed 150%). 

SECTION B: 

This Administrator's Dates ofEmployment Worked Weekly 
During This Reporting Period Hrs. % Account Column 

** Number Number 
Beginning Date I Ending Date *** , Compensation Amint 

I I I I II I 
I I I I I 

* QMRP'S AND ADMINISTRATORSOF HOSPITALBASED LTCFS REPORT SOCIAL SECURITY NUMBER. 

*. REPORT THE NUMBEROF HOURS CONSISTENTWITH THE AMOUNTOF COMPENSATION REPORTED.IF THE: AMOUNT IN 

COLUMN 7 IS ALLOCATED. HOURS WORKED MUST BE ALLOCATED USING THE SAME RATIO. 

*** 	THIS SCHEDULE MUST BE COMPLETED FOR ALL ADMINISTRATORS REGARDLESSOF WHETHER THE ADMINISTRATOR'S 
SALARY IS REPORTED IN ACCOUNT NUMBER 7200OR ACCOUNT NUMBER 7310. (USE ONLY ACCOUNT NUMBER 7200 OR 
7310, WHICHEVER IS APPROPRIATE.) 

JFS 02524 (REV. 10/2002) 

supersedes 

TN #,%k/v effective O A E W  




Attachment 4.19D 
Page -&, of 37 

,_ x: 
1: 	 +' Page 13 

Schedule C-2 
1 o f 2  

I -

Instructions: If no compensation is reported do not complete this6,otherwise @i itemswithingthis schedule must be completed. 
Detail owners and/or relatives compensationi n c l u d e d  02524, schedulesB-1, 8-2 and C net of applicable column4 adjustments. 

, I ._ -~ 

Provider Name . medicaid Provider number Reporting Period 
t ;  . I ,  

- c  From: 
', 

Through:. .. 
3 .l!: 

~I 

Individual's Social SecurityPosition relationship 
Name I Number. I Number I , to 

I, ' 

. .  

* 	 REPORT THE NUMBER OF HOURS CONSISTENT WITH THE AMOUNT OF COMPENSATION REPORTED. IF THE AMOUNT IN COLUMN 12 IS ALLOCATED, 
HOURS WORKED MUST BE ALLOCATED USING THE SAME RATIO. 

* * SEE COST REPORT INSTRUCTIONS PAGES 18,19,20AND 21 FOR POSITION NUMBERS. 

JFS 02524 (REV. 10/2002) 



Worked 

Attachment 4.19D 
Page _ l ~of 3Y 

Page 14 

Schedule C-2 
OWNERS / RELATIVES COMPENSATION 2 o f 2  

IName IProvider Number Provider Medicaid Period I Reporting I 

Instructions: All items within this schedule must be completed. List all compensation receivedfrom other long-termcare facilities in the Medicaid program 
(in Ohio or other states)by persons listed on Sch. C-2, page 1 of 2, and/or owning a5% or more interestin this facility. 

Individual's Name Social Security . Medicaid of Name Weekly Amount ofNo.Facility 
Number Beds Provider No. Hours * % Compensation 

(11 (2) (3) (4) (5) (6) (7) (8)  

* 	REPORT THE NUMBEROF HOURS CONSISTENT WITHTHE COMPENSATION REPORTED. IF THE AMOUNT IN COLUMN 8 IS ALLOCATED, 
HOURS WORKED MUST BE ALLOCATED USING THE SAME RATIO. 

APPROVALJFS 02524(REV.10/2002) 

effective 



any 

Cost  Cost  
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Schedule C-3 
1 Of3COST OF SERVICES ORGANIZATIONS RELATED FROM 

Provider Name Medicaid Provider Number Reporting Period 
Through: From: 

I 1. In the amountof costs to be reimbursed by the Ohio Medical Assistance Program, are costs included which are a resultof transactions with a 
related organization? * Yes No Ifyes, complete item2. 

2. Does this cost report include paymentsto related partiesin excess of the coststo the related party? 
Yes No If yes, complete the table below. 

Name of Owner Social Name of Federal Percent ActualtoRelated 

Security Related ID. Ownership Claimed on this Organization 
No. Organization No. Cost Report 

(1) (2) (3) (4) (5) 

1 


--I-­
-

* FOR FURTHER EXPLANATION SEE OAC RULE5101:3-3-20 

JFS 02524 (REV. 10/2002) 



If 
Yes  list  

HAVE  WHO  AND  
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Schedule C-3 
COST OF SERVICES FROM RELATED ORGANIZATIONS 2 0 f 3  

Name of Facility Medicaid Provider Number Reporting Period 
Through: From: 

3. List each individual who owns, in wholeor in part,any mortgageor deed of trust, of the facility orof any propertyor asset of the provider. 
(All individuals owning greater than 5% of nonreal estate business, etc., must be identified)10%of the landor building, and/or greater than 
by name Number.) Security Social and 

SecuritySocialName Social Security Number Name Number I 
I I I 

I I 
I I 

Is this a partnership?4. 	 facility NoYes 
Is thisfacility Noacorporation? 

Name Job Title Social Security Number 

~~ 

I r- I 
~~ 

I r-- I 
~~ -

I I I 
partner.yes,eachlist 

If yes,eachcorporate officer or director. * 

5. List all other facilities that have ownership, either director indirect, in common with this facility. 

Provider Number NumberProvider Name Provider Name Number Provider Number 
of Beds of Beds 

r I 

* FORFURTHEREXPLANATIONSEEOACRULE5101:3-3-20. 

* CORPORATE DIRECTORSOFFICERS NOT IN RECEIVEDOR IDENTIFIED 1,2 OR 3 ABOVE NOT COMPENSATION 1 

1 

I 



-- -- 

.: 
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Schedule C-3 
COST OF SERVICES FROM RELATED ORGANIZATIONS 3 of 3 

Provider Name Medicaid Provider Number Reporting Period 
Through: From: 

6. Has any director, officer, manager, employee, individual or organization having a director indirect ownership interest of5% or more, been 
convicted of a criminalor civil offense related to their involvement XVlll (Medicare), Title XIX (Medicaid),in programs established by the Title 
or Title XX of the Social Security Act as amended? 

Yes NoIfyes,listnamesbelow. 

Name Social Security Number Name Social Security Number 

7. Has any individual currently under contract with the provider or related party organization been employedin a managerial, accounting, auditing, 
legal, or similar capacity by the Ohio Department the Ohioof Human Services, Ohio Departmentof Health, Office of the Attorney General, 
Department of Aging, or the Departmentof Industrial Relations within the previous twelve months? 

Yes ____ No If yes,listnamesbelow. 

Name Name Social Security NumberSocial Security Number 

I 

8. List all contracts in effect duringthe cost report periodfor which the imputed value or costof the service from any individual or organizationis 
twenty-five thosand dollars or morein a twelve month period. 

Contractor Name Goods or Services Provided Contract Amount 

* FOR FURTHER EXPLANATION SEE OAC RULE 5101:3-3-20 

JFS 02524 (REV.10/2002) 
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CHANGE  
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Attachment 4.190 
Page /g of 
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ScheduleCENTER COST CAPITAL D 

Provider Name Medicaid Provider NumberReporting Period 

. From: 

All ICFs-MR needonly use group (A). 

NFs thatdid not change provider agreement or after7/01/93 need only use group(A). 

NFs thatdid change provider agreement (6).on or after 7/01/93 use groups (A) and 

GROUP A ACQUIRED ASSETS 

OWNERSHIP COST CENTER 

t * Home Office Costsare to beentered on l ine10 only. They are not to be distributed toany other linein Group A. * 
,... 

.d GROUP . , .  

u G lRENOVATIONS Account Chart of Total Adjustment IncreaseA Tala:d j Ratio s adjusted r Total ,., 
r . 

3(Decrease) [Col + Col41 [Col5 x Col61 
(1) (2) (3) (4) (5) 

8500,8570, 
12. 	 Depreciation/Amort& Interest 8580 

GROUP B ASSETS AGREEMENTACQUIRED OFTHROUGH APROVIDER 

NFs. other thanleased facilities, that changed Provider Agreement or after 7/01/93 use this groupto report expensesincurred 
through a changeof provider agreement on orafter 7/01/93. Leased nursing facilitiesthat changed provider agreement on orafter 
5/27/92 use thisgroup to report expensesincurredthrough a changeof provider agreementon or after 5/27/92. 
[Use column(4) to adjust reported coststo theallowable costsas defined in OAC 5101:3-3-516.1 

Allocated 
Total 

x[Col 61[Col3 + Col41 Col5 
(5) 

***' If ratios of allocation are used, limit the precision to four places to the rightof the decimal. 

data nearest wholeNote: All costshould be rounded to the dollar. TN # L E W  APPROVAL DAT 
JFS 02524 (REV. 10/2002) SUPERSEDES 


